This survey investigated the need, and the availability, of debriefing after critical incidents for training anaesthetists. A cross-sectional postal survey of all Australian anaesthetic trainees was conducted in May 2002. Four hundred and nineteen responses were analysed (response rate 64%). Debriefing after a critical incident was perceived by most trainees to be useful, however 36% (n=149) had never been debriefed. Trainees ranked their preferred content for a debriefing as 'anaesthetic issues' followed by the 'psychological impact of the incident', 'patient issues' and 'surgical issues'. Almost half of respondents reported that they did not feel supported by their anaesthetic department after a negative outcome incident. Trainees who had debriefings were more likely to feel supported by senior colleagues. Debriefing after critical incidents should be an integral part of the supervision of anaesthetic trainees.
Critical incidents are common in the practice of anaesthesia and can be a significant source of stress for doctors. Debriefing has been proposed as a means of helping doctors in reviewing the medical aspects of a critical incident and providing emotional support after a critical incident. This survey investigated the need, and the availability, of debriefing after critical incidents for Australian anaesthetic trainees.
Crisis management is an important aspect in the specialty of anaesthesia and it attracts many to this specialty 1 . nevertheless, a patient death or disability resulting from a critical incident may be physically and emotionally traumatic for the anaesthetist 2 . The amount of stress experienced by an individual depends on various factors including personality, attitudes to difficult situations, self-esteem and coping mechanisms [3] [4] [5] . It is not unusual for a doctor involved in a critical incident to report difficulty in concentrating, loss of confidence, impaired judgement, depression and a negative attitude towards work. The theoretical benefits of debriefing are to recognise the impact of a critical incident, prevent unnecessary after-effects, accelerate normal recovery and stimulate work group cohesion 6, 7 .
The concept of support and story telling to deal with the aftermath of disaster and death has been around for centuries, but formal debriefing is relatively new to medicine. It is noted that there is no universally accepted single definition of the term 'debriefing'. Debriefing in this survey was defined as a planned structured activity organized to review in detail the facts, thoughts, impressions and reactions following a critical event, as well as providing information about the critical incident.
mATErIAlS AnD mETHoDS
The anaesthetic literature was searched for articles on the availability, usefulness, and structure of debriefing following a critical incident. medline was searched using the terms 'debriefing', 'counseling', 'critical incident', 'anaesthesia', 'crisis', 'adverse events', 'mishaps' and 'medical practitioner'. no article was found evaluating debriefing for doctors. The available data were predominantly for emergency service workers such as law enforcement officers, soldiers, fire-fighters, and victims of mass trauma such as bushfires. Even in these examples, the structure of debriefing was not clearly described and varied between studies.
With the co-operation of the Australian and new Zealand College of Anaesthetists (AnZCA), a survey was mailed to all registered anaesthetic trainees in Australia (n=650). There was no identifying information on the questionnaire, so that confidentiality was ensured. The 20-question survey was posted in may 2002. results were returned via a replypaid envelope to the author who collated the data. A critical incident was defined as an event that could have led, or did lead, to an adverse outcome.
Copies of the full survey are available from the author. respondents were asked to report their level of training and exposure to critical incidents. Data was gathered on the availability, usefulness, and the preferred structure of debriefing after a critical incident. A list of critical incidents was constructed after consultation with anaesthetists and trainees. respondents were asked if debriefing would be useful after these events.
Comparisons between the junior and senior registrar responses were made using x-squared or Fisher's Exact tests. A P<0.05 was considered statistically significant.
rESulTS
Four-hundred-and-nineteen trainees returned a completed survey giving a response rate of 64%. The returned surveys were divided into "junior registrars" (first, second and third year trainees) and "senior registrars" (fourth and fifth year trainees) so that a comparative analysis of their results could be performed. There were a total of 241 junior registrars and 178 senior registrars. Seven respondents were consultants, and their responses were not included in the analysis.
All respondents had experienced at least one critical incident in their career, and 93% indicated they had been involved in more than five critical incidents. Critical incidents for which debriefing was thought to be very useful are listed in Table 1 . From this table it is evident that the top five critical incidents were death under anaesthesia, litigation, paediatric resuscitation, trauma with a bad outcome, and obstetric emergency. The only three examples of critical incidents where there was a statistical difference between the junior and senior registrar groups were 'litigation', 'paediatric resuscitation' and 'obstetric emergency'. only 64% (n=270) of surveyed trainees indicated that they had been debriefed. of those who had been debriefed, junior registrars were more likely to be debriefed than senior registrars (P= 0.005). Fifty-five per cent of trainees who had been debriefed thought that the debriefing process in their department could be improved.
Among trainees who had experienced a debriefing, 90% of junior registrars and 87% of senior registrars agreed that debriefing had helped them to cope better with the critical incident. of the trainees who had never had a debriefing, 95% of junior registrars and 95% of senior registrars stated that they agreed that it would have been useful to have been debriefed ( Figure 1 ).
Trainees ranked medical colleagues (68%), their partner (20%), friends (8%), family (2%) and trained counsellors (2%) as the most useful resource for coping with a critical incident.
Trainees reported that their debriefings had been led by either by the consultant involved with the case (39%), a consultant not involved with the case (29%), a senior registrar (16%), a mentor (7%), a psychologist (4%) and a hospital debriefing team (4%), or occasionally another person (1%). When asked who should lead a debriefing, 48% of respondents suggested that an anaesthetic consultant not involved with the case would be their first choice, while 25% suggested the consultant involved with the case, 9% suggested a psychologist, 8% suggested a mentor and 6% suggested a hospital debriefing team. only 2% suggested a senior registrar as a leader for the debriefing. nobody was in favour of a psychiatrist leading a debriefing.
most trainees thought that a combination of a group and individual debriefing was optimal. In terms of the content of the debriefing, anaesthetic issues were ranked most important by 58% of respondents, the psychological impact by 26%, patient factors by 12% and surgical factors by 4%. of those trainees who had attended a debriefing, 55% indicated that anaesthetic and surgical issues were adequately discussed, but only 32% indicated that the psychological issues were adequately discussed.
most registrars (87% of junior and 90% of senior) reported that they had had difficulty in concentrating following a critical incident. ninety-six per cent of junior registrars and 97% of senior registrars stated that the duration of difficulty in concentrating lasted from hours to days. Importantly, 1-3% of respondents stated that problems persisted for weeks, months or years. There was no statistical difference between the junior and senior registrars in terms of the effects of a critical incident. most trainees (87%) were never offered the opportunity for time off after a critical incident. Eleven percent of trainees reported they were offered time off "sometimes" and 2% of trainees reported they were offered time off after all critical incidents. ninety-three per cent of trainees were unaware of formal debriefing guidelines in their workplace.
only half of the trainees (55% of junior registrars and 52% of senior registrars) stated that they anticipated that they would feel supported by their department in the event of a critical incident. There was no statistical difference between the junior and senior registrars. Trainees who had experienced debriefings were more likely to report feeling supported by their department (P=0.025).
DISCuSSIon
Critical incidents are not uncommon experiences for Australian anaesthetic trainees. A high rate of difficulty in concentrating after a critical incident was reported by trainees, which may be indicative of stress related to the event. unfortunately, almost half of the trainees surveyed did not feel they would be supported by their department if they were involved with a critical incident with a negative outcome.
Debriefing after critical incidents was considered to be useful by anaesthetic trainees. However, approximately one third of respondents had never had a formal debriefing session after a critical incident. In one example, a trainee who experienced a death on the table was not debriefed despite attempts by the trainee to seek it. In addition, the structure and content of debriefing was thought to be inadequate by more than half of the respondents, and few were offered the opportunity for time off after a critical incident. Clearly, improvements to debriefing after critical incidents for Australian anaesthetic trainees are desirable.
Critical incidents such as death under anaesthesia, litigation, paediatric resuscitation, trauma with a bad outcome and obstetric resuscitation were the top five incidents which were regarded as those that required debriefing. responses were compared between senior and junior registrars to determine if their debriefing needs were different but statistically significant responses were only found in three areas. Senior registrars were more likely to value debriefing over potential or actual litigation. This may be because senior registrars work more independently than junior registrars. Junior registrars were more likely h. Tan to feel the need for debriefing after a paediatric or obstetric resuscitation. The senior registrars were compared with the junior registrars, to assess whether factors intuitively associated with seniority such as being more clinically experienced, more exposure to critical incidents and management of critical incidents demonstrated any difference in the need for debriefing. no trend was demonstrated to suggest that seniority or experience influenced the need for debriefing in this survey but this may due to the small sample size.
There are several potential limitations with this survey. The response rate was only 64% and this may have been improved if a reminder was posted. A bias may have been introduced by respondents with negative experiences being more likely to respond to the survey. The survey is based on the assumption that debriefing is useful and, indeed, many trainees thought debriefing was useful even though they had little experience with it. Debriefing may also lessen fear, self-blame, frustration, depression, anger and procedure phobia. However, the usefulness of debriefing remains controversial [6] [7] [8] . There are mixed results from randomized control trials in non-medical settings [9] [10] [11] [12] [13] [14] , and these trials have various methodological flaws [7] [8] [9] [10] [11] [12] [13] [14] : that is, the guidelines for debriefing are not tailored to the specific needs of each group, the interventions are not well defined and the word 'debriefing' has become an umbrella term to describe a variety of situations in which talking about an incident has occurred. Some authors have suggested that efficacy between groups may vary according to who does the crisis intervention, to whom and in what circumstances.
This survey has attempted to address a few of these issues. Having established that the vast majority of trainees would prefer some degree of debriefing after a critical incident, especially after an intra-operative death, an attempt at generating a debriefing structure was made. In particular, the respondents considered that an anaesthetic consultant who was not involved with the case should lead debriefings, that debriefings should consist of group and personal sessions, and that the contents of debriefings should not only include anaesthetic and surgical factors, but also patient factors and the psychological impact of the incident on staff.
This survey emphasises the need for departments to develop policies to deal with critical incidents as they arise. This is particularly the case for rotating registrars, who may be unfamiliar with their new hospital and isolated from their usual support networks. Given that most trainees prefer a debriefing by an anaesthetic consultant not involved with the case, perhaps interested anaesthetic consultants should train in debriefing techniques. Training is important, as there are risks involved in debriefing for both the person being debriefed as well as the provider of debriefing 18 . As a result of this survey, the next step in achieving this goal might be to address the process of teaching anaesthetists the skills of debriefing, particularly, the supervisor of training in each department. The supervisor of training is probably in the best position as he or she is involved with the ongoing education of the trainees and may be the most appropriate starting point. In time, other interested anaesthetists within the department can be trained and this would increase the likelihood of a trainee having access to a number of people capable of leading a debriefing.
In conclusion, this survey suggests that there is a need for improved communication with anaesthetic trainees following critical incidents. There is a demand for debriefing and, currently, this is inadequate in its availability and delivery. Trainees who had experienced debriefings were more likely to report feeling supported by their department.
Anaesthetists evolve coping mechanisms, as individuals to deal with stresses in their working lives: however, there are instances where help is still needed [16] [17] . Further work is required to establish a program for training anaesthetists in debriefing techniques, thus improving the ability of trainees to access appropriate and timely support within their work environment.
